Educating and training primary care physicians in the areas of human immunodeficiency virus (HIV) infection and acquired immunodeficiency syndrome (AIDS) are critically important because the disease is widespread, the geographic distribution of the disease is expanding, and the move toward managed care will likely result in an increasing number of primary care physicians caring for these patients in the future. Oral manifestations are an especially important component of HIV disease, because oral lesions are often the first overt clinical feature of HIV infection. In addi-tion, oral lesions are among the most frequent problems associated with HIV infection, with more than 90 percent of patients having at least one oral manifestation during the course of their disease.
Oral problems almost always produce symptoms, and mouth pain and dysphagia, if untreated, can lead to decreased oral intake and result in weight loss, dehydration, and malnutrition. Appropriate recognition of these lesions is important not only for diagnosis and treatment, but also because many oral manifestations ofHIV disease can be markers for deteriorating immune function and can influence recommendations for prophylaxis against specific opportunistic infections. l Additionally, patients with HIV disease might qualify for various clinical trials based entirely on the presence of an oral lesion. 2 Despite their importance, however, dental and oral problems of HIV infe~tion can be overlooked by physicians, whose education and training in the areas of dental medicine and oral health are often inadequate. 3 Given that many of these oral lesions are common and can be seen and palpated easily on physical examination, one might expect a general comfort level among physicians in managing oral manifestations. Yet, in one study assessing the ability of primary care physicians to recognize oral findings associated with HIV disease, only 22.7 percent were able to diagnose oral hairy leukoplakia. 4 To address these issues, we undertook a project to develop a core curriculum for primary care physicians regarding the oral manifestations of HIV disease in adults.
Methods
Under a cooperative agreement and contract with the Bureau of Health Professions (Health Resources and Services Administration), a 5-member project staff including 3 family physicians and 1 general dentist from Jefferson Medical College of Thomas Jefferson University initially sought to describe the core oral health care issues for primary care physicians regarding HIV disease. These issues were then translated into a core curriculum that could be used by primary care residents. Project consultation was provided by a dentist with nationally recognized expertise in HIV disease (MG) and a national advisory committee of 2 family physicians (RG, RS) and 2 general internists (HA, BT) who have experience and expertise in this area, and a dentist nationally known for her HIV research (DG).
Upon completion of a comprehensive review of the literature by the project staff, the consultant and national advisory committee members independently selected those issues that were considered important for primary care physicians regarding the oral manifestations of HIV disease in adults. This information was then reviewed, collated, and prioritized by the project staff and by faculty physicians from the Department of Family Medicine at Jefferson Medical College. Special effort was made to assure that the critical core issues were included and that these issues would be relevant from the primary care perspective. This consensus document was then validated using both the published literature and the database of encounters or questions received from 1991 through 1993 by the National HIV Telephone Consultation Service (Warmline) in San Francisco, a service of the Health Resources and Services Administration AIDS Education and Training Centers. The national advisory committee then continued participation in an iterative process to refine further and finalize these issues by telephone conference call and follow-up written communication.
In a similar fashion, the project staff, using the published literature and consensus of the national advisory committee, developed the core curriculum of knowledge, skills, and attitudes needed by primary care physicians regarding the oral manifestations of lIIV disease. The final curricular document was organized in a manner that is clinically relevant for primary care physicians: patients who are seronegative or whose lIIV status is unknown, lIIV-infected patients with no oral symptoms or lesions, lIIV-infected patients who have oral symptoms or oral lesions, and other providerrelated issues. The entire curriculum, including the bibliography, was reviewed and approved by the national advisory committee.
Results
The completed core curriculum, including photographs of common oral lesions (courtesy of Michael Glick, DMD) and a bibliography, is included in Appendix 1. The main goals of the curriculum are to emphasize the importance of oral health issues and HIV disease and to provide a sound knowledge base for recognizing and managing the common oral problems related to HIV infection. The information was categorized to facilitate easy reference and to reflect the way in which primary care physicians usually approach the care ofHIV-infected patients.
To implement this curriculum into a primary care residency program, we recommend integrating it into a broader curriculum that includes management of general oral health problems. Given the 3-year duration of the primary care residency, we recommend that initial exposure to this document occur early during the first year. Because most first-year training is done in the hospital, however, the goals during this year should be limited to learning how to take an oral history and perform a basic oral examination and to understanding the concepts of oral health for HIV-infected and non-HIV-infected patients. In years 2 and 3 of residency training, didactic conferences for lIIV-related issues should include specific mention of oral health management. Clinical exposure and teaching should be incorporated during inpatient and outpatient care of HIV-infected patients, and if possible, residents should rotate through the clinical specialties that commonly care for HIV-infected patients who have oral problems, including dentists and infectious disease specialists.
Discussion
This curriculum, developed through a multidisciplinary approach combining both primary care physician and expert dental perspectives and provided in a format that allows for easy accessibility, is particularly suited for use by primary care physicians. Although this curriculum was originally designed for implementation at the residency level, the core knowledge content, based on the published literature and on expert consensus, could be used as easily by the practicing primary care physician. Future plans are to distribute this curriculum to all family practice and internal medicine residency programs, as well as to make it available on the World Wide Web.
Generalist physicians are increasingly being asked to expand their knowledge base to incorporate areas frequently within the purview of other specialists, including dentists. Given the widespread oral manifestations of HIV-infected patients, the relative ease in discovering oral lesions on physical examination, and the potential impact on improving the health care and quality of life in these patients, it is critical to provide adequate training for resident and practicing physicians in this area. This document, which can be read easily and quickly in its outline format, will help facilitate this training. ,- the corners of the moudl that are sometimes covered with a removable white membrane. These fissures are sometimes found in conjtmction with xerostomia b. Because candida I organisms are ubiquitous in healthy oral mucosa, potassium hydroxide testing of these lesions is rarely helpful 3. Treatment and resistance a. Management can depend on the patient's CD4+ (I-helper) lymphocyte count and the resistance of the organisms to medication b. Empiric therapy may be initiated based on a presumptive diagnosis of oral candidiasis c. First-line oral topical therapy includes nystatin pastilles and vaginal clotrimazole troches; oral troches and suspensions are more cariogenic than vaginal troches d. Topical therapy is most useful when CD4+ cell counts are higher than 150/pL e. At lower CD4+ cell counts, systemic therapy might be necessary. Oral fluconazole is often the first drug of choice f. In cases of drug resistance, other imidazoles, eg, itraconazole, or intravenous amphotericin, might be required g. Treatment should be continued until 2 to 3 oral bacterial infection among HIV-infected patients, and a very destructive type is seen more commonly in homosexual and bisexual men and smokers b. There are no clearly known specific causative agents; the periodontal flora ofHIV-infected patients is no different from that of non-HIV-infected patients. Poor diet, poor oral hygiene, and xerostomia can increase the incidence of plaque, which can lead to periodon ti tis c. Conventional or non-HIV-linked periodontal disease is as common in HIV-infected patients as in the general population 2. Symptoms, appearance, and recognition a. The most common manifestations fHIVassociated periodontal disease include necrotizing ulcerative periodontitis and linear gingival eryth. ema b. Necrotizing ulcerative periodontitis (Figure 11) is rapidly progressive, causes extensive destruction of bone and periodontal tissue, i extremely painful , and is accompanied by spontaneous bleeding and hali tosis. It is distinguished from conventional periodontitis by its accelerated rate of progression and its If the absolute neutrophil count is less than 500/pL and the patient is not receiving bactericidal antibiotics, the patient should receive prophylactic antibiotics. A low CD4+ cell count as such does not definitively suggest the need for antibiotics 2. Bleeding precautions a. In patients with a history of impaired hemostasis, the platelet count, prothrombin time (PT), partial thromboplastin time (PIT), and complete blood cell count should be determined before planning extensive surgical intervention b. Most routine dental procedures can be done if the platelet count is greater than 60,0001 pL and if the PT and PIT are less than two times the normal range 3. There are no major healing differences between HIV-infected patients compared with non-HIV-infected patients, even if the HIV-infected patient is severely immunosuppressed 4. Most dental needs of the HIV-infected patient can be provided by general dentists, and they, as with all other health care providers, are obligated by the Americans with Disabilities Act to provide care for HIV-infected patients ATTITUDES Physician Attitudes Should Reflect the Following:
1. Compassion and objectivity when dealing with issues related to lIIV disease 2. Awareness of the value of a comprehensive oral examination for early detection and care of patients with lIIV disease 3. Awareness that primary care physicians, as well as dentists, are responsible for oral health care 4. Awareness of one's own abilities and limitations and the need for further consultation when appropriate 5. Acceptance of responsibility to act as the patient's advocate and to help with access within the health care system 6. Recognition of the importance of educating and involving HIV-infected patients, their partners, and caregivers in their oral care 7. Understanding of the impact that oral lesions can have on a patient's overall health and wellbeing SKILLS Physician Skills Should Enable the Physician to Do the Follo\ling:
